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Introduction

Foreword

Today our nation is facing a health crisis caused by related epidemics of chronic disease ?
preventable epidemics enabled by the places, spaces, and relationships that shape our choices
and that can challenge our health on a daily basis. Underlying this cris is are what we in the
Tennessee Department of Health (TDH) call the "Big Three plus One": physical inactivity, excessive
caloric intake, and tobacco and nicotine addiction, plus other substance use disorders. Taken
together these Big Three plus One issues are driving all 10 of our 10 leading causes of death in
Tennessee and in our nation. They are taking years from our lives and life from our years.
Importantly, the Big Three plus One are not separate and distinct challenges; they are closely
connected, each delighting our ancient dopaminergic reward system, the wiring for our very
survival embedded deeply in our brains. In other words, the temptations of the
Onej can be tangl ed t o goartvdryenatureaas dumanadegngs. f Tihey dan drive
us to seek them out because they satisfy deeply felt needs and can make us happy, or seem to, at
least for a while.

As a nation we are coming to realize that merely doubling down on health care spending, most of
which is actually spent on sick care, doesn't work. The truth is, we cannot spend, regulate, or treat
our way out of our current health crisis. We can, however, prevent our way out of it by blocking
disease before it starts by thinking and acting upstream through primary prevention.

Primary prevention has always been the critical value multiplier of the health enterprise. It is

where most of our substantial gains in years of life and life in years have occurred. Consider, for
instance, the issue of safe driexlkimpd ewatPern maa yp mpirme
those of us in the health enterprise , as engaged as we may be in providing direct services, most

effectively leverage our work and resources. It is also how we, as individuals, as members of a

family, can get the greate st purchase on a longer, freer, more fulfilling life course.  This is the core

of true population health: giving people the greatest opportunity to fulfill all their lives have to

offer, limiting the need for health  care services throughout their lives. Thi s doesn't mean access to

heath car e i's not i mportant . gt i s essential, somet i m
course. Yet, the diseases compounding our health crisis, which are themselves driven by the Big

Three plus One behaviors, gener ally can't be cured by health care. The health care enterprise can

only identify the resulting health problem (secondary prevention) or lessen its adverse

consequences (tertiary prevention).

When we ask ourselves what we, the people, really want from o ur health care enterprise, it is not
access to health care, it is simply health. Do n At the wvast maj ority of us
healthy, to have and to hold the most optimal health possible for us? How many of us, given the

Tennessee State Health Plan: 2015 Update 3



Foreword
Health

choice, would rather be an ywhere other than inside an MRI scanner, or in an urgent care clinic, or
in a hospital? Most of us would trade a park for a waiting room any day. If we as a society and
health enterprise really want health equity and optimal health for all, then we must ad mit that
health care (which embodies both secondary and tertiary prevention) must not be either the
beginning or an end in itself. Our end is not a single life saved or improved, as gratifying and
celebrated as that may be, but measurable improvements int  he health of the whole population
and of future generations. But t hat i S not our S
preventive efforts and research directed at primary prevention than we do on many a drug class

on the market today. Moreover, we kno w that the places and spaces where we live and the
choices we make with the people in them can impact our health more than our genes, more than

our income, and more than our access to health  care, yet when it comes to improving health

outcomes our focus te nds to remain narrowly placed onhealth car e. That As why we n
schools, communities, businesses, local governments, faith communities, and non -governmental
organizations to create the conditions and expectations in our culture that support the pr imary,

upstream prevention of disease.

A New Framework for the State Health Plan

From the very first edition produced in 2009, the Tennessee State Health Plan and its
accompanying process es have served as a helpful vehicle to align ideas, resources, and people
around the Five Principles to Achieve Better Health: Healthy Lives, Access to Health Care,
Economic Efficiencies, Quality of Care, and Health Care Workforce. Subsequent updates to the
State Health Plan have recognized the need to broaden our focus from health care to health,
considering linkages to all of the things that shape and influence health. While these principles
remain important and will continue to guide our evaluation of Tenn esseeAs health ent e
must recognize that what we truly need to move our thoughts and actions further upstream is a
framework, a way to consider the connections between the places, spaces, and relationships that
shape our choices and the levers ava ilable to us in each of these domains that move us in the
right direction.

The framework put forward in this edition of the State Health Plan is just that ? a framework. Our
hope is that it will serve as the skeletal structure to support the ongoing work th at is
implementing, testing, promoting, planning, and reaching for improved health outcomes, all in a

way that is useful and accessible to those in the best position to influence health, whether or not

they are part of the traditional health enterprise. Th is framework allows everyone from city
planners and educators to businesses and health care providers to see how they fit into the
population health improvement enterprise as well as how improved health will help them better
address their core challenges, be that recruiting jobs or educating students.

Building a Strong Foundation

We are building this new framework on a strong foundation. Despite the challenges in our way,
the momentum in Tennessee is clearly moving us towards opportunities for health equity and for
optimal health for all thanks to the work of many partners from many sectors. We are grateful for
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the partnership of thousands of organizations and residents wh ose growing concern for the

health of our population is leading them to think differently. One of the partners we are proud to

engage in thinking differently is TennCar e, Tennes
Governor Has| amA é&inkihowi we pay foii headth care so that tthe value of care, not

just the volume of care, assumes greater importance. As part of this work, TennCare received

funding from the U.S. Center for Medicare and Medicaid Innovation through the State Innovation

Model (SIM) Initiative. An emphasis of SIM is improving population health, and TDH is grateful for

the opportunity to support TennCareAs SUM efforts
Plan.

To develop this edition, TDH also partnered with five of T ennesseeAs public heal
training programs, each of which developed a regional population health improvement plan on a

priority topic. We are very thankful to everyone who patrticipated in the development of these

regional plans, particularly the f aculty and students who pored over evidence and data and

engaged their communities through interviews and public meetings, all to develop a set of
recommendations we now consider at the state level through our new framework.

Conclusion
The health challeng e of our time ? combating the Big Three plus One ? requires new thinking to
address these drivers of chronic disease , disability, and early death at their roots. A framework
helps our thinking by giving us common language and tools that everyone can use to col laborate
and share. As we learn and do more, the framework fills in with accomplishments and success
stories, not to mention things we learned did not work as intended. Altogether, this shared
knowledge ? which leads to shared purpose ? is exactly what we need to build a culture of health
in Tennessee, one where the healthy choice becomes the normal choice. We hope that by asking
three simple questions ?

1. Are we creating and improving opportunities for optimal health for all ?

2. Are we moving upstream to prevent disease?

3. Are we learning from and teaching others?
? we can get everyone in Tennessee working from the same blueprint. When combined with the
State Health PlanAs repository of besdnmendationg, wec es, ¢
will have a sturdy framework to support the ongoing work of making Tennessee the healthiest
state it can be.

John J. Dreyzehner, MD, MPH, FACOEM
Tennessee Commissioner of Health
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Executive Summary
The 2015 Edition of the State Health Plan continues to support the mission of the Tennessee

Depart ment of Heal th (TDH), Jto protect, promot e,

peopl e i n Thy ftevemgirg ¢he Centers for Medicare & Medicaid Servi ces (CMS) State
Innovation Model (SIM) Grant to develop a State Population Health Improvement Plan.

Balancing Health and Health Care

In the spring of 2015 the Tennessee Division of Health Care Finance and Administration (HCFA),
which includes the Bureau o f TennCare and the Strategic Planning and Innovation Group, received
the CMS SIM Round Two Test Award, the purpose of which is to improve health system
performance, increase quality of care, and decrease costs for all residents of participating states.

The SIM award continues the work that was started i n 2013 when Governor Bill Haslam launched
TennesseeAs Health Care Unnovation Unitiative, an
the state.

1

The Plan for Improving Population Health

In addition to supporting innovative health care delivery and payment models, the SIM award
requires the development of a Plan for Improving Population Health. This provides an opportunity
to begin to bridge the gap between population health and health car e. By creating plans that
improve population health in tandem with changing the health care payment system to  incentivize
efficient and effective treatment, Tennessee will make significant progress toward the goal of
improving health for all.

The Plan for Improving Population Health builds on the importance of health protection and
primary pre vention identified in the 2014 E dition of the State Health Plan, while elevating that
work by creating a detailed, actionable plan to improve population health acro ss the state. The
Plan was developed through a partnership with five academic public health in Tennessee, each of
whom developed regional population health improvement plans for one of five health areas in
which Tennessee struggles: perinatal health, child health, tobacco use, diabetes and obesity.
These schools engaged in regional, grass roots, community -focused campaigns, coupled with
statistical analysis, to identify the key factors causing these health problems and also developed
recommendations for how to improve health in these areas. This work, conducted under the SIM
process to develop a Plan for Improving Population Health, provides the majority of the content of

the 2015 Edition of the State Health Plan.

Upgrading the State Health Plan

The 2015 Edition of the State Health Plan features key changes to the traditional framework of the
State Health Plan. The Plan shifts away from using the Five Princip les for Achieving Better Health
and instead use s three guiding questions to outline the overall themes and key factors to consider

'For more information on the Centers for Medicare & Medicaid
https://innovation.cms.gov/initiatives/state _ -innovations/
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when thinking about health in Tennessee. These questions are focused on moving towards

primary prevention, using evidence -based approaches when available, and approaching health
through a broader lens.

State Health PlanAs Gui
1. Are we creating and improving
opportunities for optimal health for all?
2. Are we moving upstream?
3. Are we learning from or teaching others?

Additionally, the State Health Plan include s a repository of actionable recommendations and
opportunities for how stakeholders at all levels can improve health in the five key health areas:
perinatal health, child health, tobacco use, diabetes and obesity. Subsequent updates to the State
Health Plan will continue to render this repository more robust. The repository also includes
mental and behavioral health recommendations and opportunities as they pertain to the five
health areas.

These updates are an effort to improve the usability and relevanc e of the State Health Plan to
health stakeholders at all levels, from consumers, to providers, to policymakers. The 2015 Edition

of the State Health Plan is the first step in developing this initial framework, which will continue to

be refined through sub sequent updates.

Tennessee State Health Plan: 2015 Update 7
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Purpose of the State Health Plan

The State Health Plan offers a blueprint for improving the health of people in Tennessee. Since
2009 the Division of Health Planning has developed several editions and updates, bringing
together hundreds of stakeholders in the process. More important than any document is the
process used to 1) develop, 2) execute, 3) evaluate, and 4) adaptthe pl an. As part
ongoing evaluation of the planning process and its efforts towards process improvement, the
Division determined that a new framework could provide a stronger platform to think about and
build upon the challenges and opportu nities facing Tennessee. This framework is meant to
improve the usability of the State Health Plan at all levels, from businesses to state policymakers,
and to be an actionable, flexible structure that can help support the tremendous work underway
across Tennessee.

The purpose of the 2015 Edition of the State Health Plan is not to provide a final answer on all
population health improvement goals and objectives  ? it is meant to offer a philosophy that can
help align stakeholders towards efforts that yield the greatest value for health. This philosophy,
one geared towards the upstream prevention of disease and injury, can certainly help inform
many of those goals and objectives, but even more so it can help all people in Tennessee to think
about the decisions, behaviors, policies, and investments that are best suited to improving the
health of TennesseeAs popul ation.

Tennessee State Health Plan: 2015 Update 8
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Evolution of the State Health Plan

Recognizing the need for the state to coordinate its  efforts to improve the health of the people of
Tennessee, the General Assembly passed Public Chapter 942 in 2004. This act created the Division
of Health Planning , which was charged with developing a State Health Plan . The Public Chapter
required the Stat e Health Plan to be annually approved and adopted by the Governor. The law
states that the State Health Plan:

T 3Shall include <cl ear statements of goal s, obj e
development of health care programs administered or fun ded by the state of Tennessee
through its departments, agencies or programs; j

T s to be considered J3as guidance by the Health
i ssuing certificates of need; j

T 3Shall guide the state in the devel opment of h
all ocation of health care resources in the state

2009 and 2010 Editions

The first edition of the State Health Plan was de veloped and published in 2009. This document
served as the beginning of a comprehensive and participatory health planning process aimed at
coordinating efforts to improve the heal th of the people in Tennessee. The 2010 edition of the
State Health Plan was the result of an extensive public process comprised of regional public
meetings and collaborative efforts that gathered the input of many stakeholders, health experts,

and the people of Tennessee. That edition, for the first time, adopted Five Principles for Achieving
Better Health that have served as the Framework for the State Health Plan. The Five Principles,
drawn from policy set forth in Tennessee law are as follows. 2

1. Healthy Lives: The purpose of the State Health Plan is to improve the health of the people
in Tennessee.

2. Access: People in Tennessee should have access to health care and the conditions to
achieve optimal health.

3. Economic Efficiencies: Health resources in Tennessee, including health care, should be
developed to address the health of people in Tennessee while encouraging value and
economic efficiencies.

4. Quality of Care: People in Tennessee should have confidence that the quality of care is
continually monitored and standards are adhered to by providers.

5. Workforce: The state should support the development, recruitment, and retention of a
sufficient and quality health workforce.

The 2010 edition also outlined key determinants of health and developed the first set of Goals for
Achieving Better Health. Subsequent editions identified key strategies for improving the health of

% Tennessee Code Annotated § 68 -11-1625(b), see Appendix A .
Tennessee State Health Plan: 2015 Update o)
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the people of Tennessee and reported on the ongoing status of specific health outcomes and
determinants.

2014 Edition and Its Ongoing Impact

The 2014 Edition of the State Health Plan retained the Five Principles for Achieving Better Health
Framework, but expanded the principles to promote an emphasis on health protection and
primary prevention. Udn this edition, Jheal th
way to accelerate improvements in population health while still recognizing the role health care
plays in improving individual health.

During the development of this Plan ,an anal ysis of TennesseeAs
resulted in the understanding that four behavioral factors greatly impact a majority of the causes

of excessive deaths in t he state. These four behaviors include smoking, obesity, physical inactivity,
and substance abu®8ig Threk ploxe®nejd, tthkeesle factors
department -wide primary prevention initiatives ° and a focal point for departmental interactions

prote

heal t

became

with community partners and other state departments. At the time of publishing the 2015 Edition,

the Big Three p lus One directly influenced at least six of the top ten leading causes of death in
Tennessee, and also directly influenced other public health threats in the state such as heart
disease, cancer, and diabetes.

The 2014 Plan made significant revisions to the Goals set forth in the 2010 Plan and, for the first
time, identified an initial set of SMAR T* Objectives for improving the health of the people of the
state. The Goals were revised to be aspirational in nature, aiming for an ideal state of health in
Tennessee. This provided an opportunity for more innovation and creativity in developing the new

Objectives for 2015. The Objectives were based on T D H Atmtegic planning initiatives and were

vetted through an extensive public process. That process engaged industry stakeholders and the

public in order to gain knowledge from professional expertise and shared personal experiences.

These Objectives emphasized primary prevention initiatives that focused on healthy weight and
nutrition, tobacco use prevention, infant mortality, immunizations, substance abuse, and
unintended pregnancies. Each Goal and Objec tive of this State Health Plan was organized under
the Principle for Achieving Better Health  that it supported.

The 2015 Edition of the State Health Plan continuesto suppo rt t he mi ssi on

of TDH

promote, and i mprove the health and prosperity of peopl e i n TtzngaeCestesdgr, by

Medicare & Medicaid Services State Innovation Model award to enhance the depth of

consideration into five key health areas. This P lan also re-emphasizes the importance of health

protection and primary pr evention identified in the 2014 E dition of the State Health Plan, while

3 According to the Centers for Disease Control and Prevention, primary prevention is designed to prevent a disease or
condition from occurring in the first place. The Primary Prevention Initiative was established by the TDH Commissioner

Dr. Dreyzehnerin2 0 1 2 . The goal is to focus the DepartmentAs energy on

visit: https://tn.gov/health/topic/fhw _ -ppi
* SMART: Specific, Measurable, Attainable, Relevant, and Time -Bound

Tennessee State Health Plan: 2015 Update 10
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adding to previous work by developing a plan to improve population health across the state.
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Certificate of Need & the State Health Plan

TennesseeAs Certificate of Need (CON) program seek:
and cost effectiveness through orderly growth mana
accordance with Tennessee law, the annual updates to  the State Health Plan contain revisions to

specific CON Standards and Criteria that are used by the Health Services Development Agency

(HSDA) as guidelines when issuing CONs. Revising the Standards provides an opportunity to

ensure the guidance provided to the HSDA reflects the modern needsof T ennesseeAs heal't
system. This edition contains updates to the Standards and C riteria for Psychiatric Inpatient

Services and Neonatal Intensive Care Units. °

® For more information, see the section titled  Certificate of Need Standards .

Tennessee State Health Plan: 2015 Update 12
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Importance of Population Health

The State Health Plan serves as an overarching policy document for the state that supports the

mi ssion of TDH to J3protect, promot e, and i mprove
Tennesseej . aduanceothisdraigsiont tbe 2014 E dition of the State Health Plan shifted

from a focus on health care to a focus on population health.

In support of this shift, the 2014 edition utilized a new definition of health. This definition
recognizes that every individualhasa st at e of 3 o pwhichmaldws tire @ her to jive a
high -quality life free of preventable disease, preventable disability, and preventable injury.

While health care plays a crucial role in the lives of individuals, it generally fixes a problem, or
prevents it from getting worse, rather than preventing a health concern from occurring in the first
place. Numerous factors outside of health care contrib  ute to population health status, including
behaviors, culture, the environment, economic and socia | determinants, and genetics. When
efforts shift from a primary emphasis on improving health care to addressing population health
and primary prevention initiatives, an opportunity arises to prevent numerous health concerns
from ever taking place.

Figure 1 z What Impacts our Health?

B Health Behaviors

H Genetics and
Development

i Social Factors

W Health Care

B Environment

Sources: McGinnis JM & Foege WH. Actual causes of death in the United States. JAMA 4993: 270(18):2207 -12 (Nov. 10)
McGinnis JM, Williams-Russo P, & Kinckman JR. The case for more active policy attention to health promotion.  Health
Affairs 2002: 21(2):78 -93 (Mar).
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As shown in Figure 1, behaviors and choices have the most influence on our health, while health
care only affects 10 percent of our health and longevity, and 30 percent is affected by genetics,
over which we have | ittle or no influence. In order to more effectively move the needle on the
health status of the people in Tennessee, the State Health Plan is continuing to emphasize
population health as a means of e ffecting change in the numerous influencers on health tha t fall
outside of health care. Population health encompasses the remaining influences (social factors,
health behaviors, and environment) that significantly impact health and longevity.

Popul ation health is defined as 3 tdvidualdy maubinghthe out co
di stribution of such outcomes within the groupij. g
patterns of health determinants, and policies and interventions that serve to form links between

outcomes and determinants. ° In order to successfully improve health outcomes the Plan is

working to address the underlying health determinants as a method of prevention. This emphasis

on population health provides a broader  approach for improving health. By not limiting the

breadth of the St ate Health Plan to health care, the Plan may influence many factors that

significantly impact the health of the people of the state. Population health provides TDH with an

opportunity to take new , unique, and innovative approaches to increase the abilty o f all
Tennesseans to achieve a state of optimal health. These approaches include access to healthy

foods, the built environment (i.e. , sidewalks, safe parks, and greenways), and empowering local

groups to affect change within their communities.

In additio n to aiding Tennesseans in reaching a state of optimal health, a focus on population
health and prevention can actively serve as a cost -saving mechanism. Decreases in health care
spending related to the treatment of chronic diseases can be expected as effo rts shift toward
effective, evidence -based’ prevention initiatives. F or more information on the cost  savings
associated with primary prevention , see the section tited Are We Moving Upstream?

The Pl anAs ppreventon WwilbmoveolDH efforts upstream with the expected impact
being improved optimal healt h among the people of the state, a decrease in costs associated with
treatment of preventable chronic diseases , and a decrease in lost wages associated with poor
health outcomes. This impact will be accomplished by promoting the use of evidence -based
programs 2 while still encouraging the innovative work being done by various state and local

groups.

% David Kindig, MD, PhD and Greqg Stoddart , PhD, Am J Public Health. 2003 March; 93(3): 380 z383.

7 Evidence-based programs utilize statistical evidence coupled with clinical expertise to develop recommendations on

how to approach a specific health issue. For more information, see the section titled Are We Learning From or Teaching
Others?

® For more information on this effort see the section titled Are We Learning From or Teaching Others?
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Bridging the Health Care Gap

While the State Health Plan is continuing to emphasize the importance of population health, the

TDH is working closely with the Bureau of TennCare, an office within the Division of Health Care

Finance and Administration of the Tennessee Department of Finance and Administration , to

bridge the gap between population health and health care. As a way to bridge this gap, Governor

Bl Hasl am | aunched TennesseeAs He anl 2018, whiahr fecusésrom o v at i
changing the way health care is paid for in the state.

Figure 2 z Cross-Agency Collaboration

Heal.thCare -
Finance & Administration Hea lth

Future of
Tennessee
Health

Payment Population
Reform

Three strategies, primary care transformation, episodes of care, and long -term services and
supports, are being utilized to incentivize health care providers to provide high quality and
efficient treatment while also managing peopl eAs he

Tennessee State Health Plan: 2015 Update 15
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1 Primary care transformation focuses on the role of the primary care provider in
promoting the delivery of preventive services and managing chronic illnesses over
time. The Initiative is developing an aligned model for multi  -payer Patient Centered
Medical Homes (PCMH), Tennessee Health Links for TennCare members with Serious
and Persistent Mental lliness, as well as a shared care coordination tool that includes
hospital and Emergency Department admission, discharge, and transfer alerts for
attributed provi ders.

1 Episodes of care focus on the health care delivered in association with acute health
care events such as a surgical procedure or an inpatient hospitalization. Episodes
encompass care delivered by multiple providers in relation to a specific health care
event.

I The long -term services and supports (LTSS) component focuses on improving quality
and shifting payment to outcomes -based measures for the QUILTSS  (Quality
Improvement in Long Term Services and Supports) program and for enhanced
respiratory c are.

Source: Tennessee Division of Health Care Finance & Administration:
https://www.tn.gov/hcfa/section/strategic ___-planning -and -innovation -group

Together , these efforts will shape the future of health for the people in the state. By creating plans
that improve population health, while also changing the health care payment system to reward

high quality and efficient medical treatment, Tennessee will be making serious progress toward

the goal of all citizens acheiving a state of optimal health.
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State Health Plan

A New, Initial Framework

The 2015 Edition of the State Health Plan introduces novel changes to the past framework of the
State Health Plan. These initial updates are an effort to improve the usability and releva nce of the
State Health Plan to stakeholders at all levels, so that any individual or organization at any level of
health or health care can find value in the Plan . This framework will continue to be refined in
further updates.

The State Health Plan is intended to easily and clearly guide the develo pment of new legislation,
policies, programs, and community planning initiatives. It lays the path for how different groups
may successfully improve population health and provides an easily accessible repositor y of
actionable opportunities and recommendations  for different groups that can affect change . The
State Health Plan is a living document, which is updated regularly to maintain relevance and
accuracy. The Plan also provides a way to a cknowledge stakeholder contributions to the health of
the community .

The State Health Plan provides a mechanism for any individual, group , or organization to align
with the overall direction of the state, to find new opportunities and approaches  for addressing
health problems in their communities, and to  connect with partners and revenue streams to work
with to accomplish their community health goals.
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Guiding Questions

Since 2010, the State Health Plan has centered around the Five Principles for Achieving Public
Health set forth in T ennessee Code Annotated § 68-11-1625(b).° Beginning in 2016 and moving
forward , the State Health Plan will instead use three guiding questions to outline the overall
themes and key factors to consider when thinking about health in Tennessee

These questions will serve as a set of guiding statements that reflect the overall direction of the
policie s and programs instituted by TDH and its partners in its mission to Joromote, protect, and
improve the health and prosperity of people in Tennessee j. By answering these questions, an
individual, group, or organization may determine if they are aligned with the overall direction of
the state and its approach to improving population health . These questions are intended to be
broad enough to be applicable to all stakeholders while providing specific direction at all levels of
health and health care . They can be used easily by anyone from community volunteers to health
policy experts.

The Three Guiding Questions of the State Health Plan are as follows:

Figure 3 z Guiding Questions of the State Health Plan

Are we creating
and improving
opportunities

for optimal
health for all?

Are we learning
from or

Are we moving

upstream?

teaching
others?

® The Statutory Authority for the State Health Plan is outlined in  Appendix A of this document, and includes the text that
defines the Five Principles for Achieving Public Health.
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Are We Creating and Improving Opportunities for Optimal Health?

Optimal health is a state of complete physical, mental , and social well -being, not merely the
absence of disease or infirmity. '° In order to help each individual in the state achieve optimal
health, it is important that policies, programs, and interventions focus on improvi ng health on a
broader scale. It is beneficial for initiatives to move beyond the boundaries of traditional health

care and seek to improve population health outcomes, diminish health disparities, and address
social determinants of health.

Social Dete rminants of Health are the conditions in which
people are born, grow, live, work , and age. These circumstances
are shaped by the distribution of money, power , and resources at
global, national , and local levels. The social determinants of health
are mostly responsible for health inequities - the unfair and
avoidable differences in health status seen within and between
countries, states, or other populations.

Source: World Health Organization, http://www.who.int/social_determinants/sdh_definition/en/

Enlarging the scope of what is considered to affect health gives ample opportunity to engage non
traditional stakeholders as well. Focusing on optimal health for Tennesseans could include
investing in social services, transportation infrastructure, food access , or environmental
development projects . These investments are in addition to those typically interpreted to be
focused o n health, such as providing services or improving access to care.  An inclusive approach
to improving health requires utilizing all venues available to provide more effective means to
elevate the individual, and consequently the population, to a state of op timal health. These tools
can be used to prevent chronic disease, design healthy communities, create social, mental, and
emotional support structures, and minimize barriers for individuals to reach optimal health.

1% preamble to the Constitution of the World Health Organization as adopted by the International Health Conference,
New York, 19-22 June, 1946; signed on 22 July 1946 by the representatives of 61 States (Official Records of the World
Health Organization, no. 2, p. 100) a nd entered into force on 7 April 1948.
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Are We Moving Upstream?
What if instead of treating an issue or illness, it could be prevented from occurring in the first
place? That is the idea behind primary prevention.

Figure 4 outlines the differences between the three main levels of prevention , using examples
related to Neonatal Abstinence Syndrome (NAS) . In moving along the spectrum from tertiary
prevention to primary prevention, greater efforts are focused on preventing diseases an d health
issues from developing. This shift to primary prevention is accomplished by addressing root
causes as opposed to focusing solely on treating symptoms of a greater problem.

Figure 4 z The Levels of Prevention

Tertiary
Prevention

Secondary
Prevention

fDefinition:  An intervention ¥Definition:  An intervention ¥Definition:  An intervention
implemented after a implemented after a implemented before there
disease or injury becomes disease has begun, but is evidence of a risk or
symptomatic before it is symptomatic injury
fIntent: Prevent diseases fIntent: Early identification fIntent: Reduce or
from worsening (through screening) and eliminate causative risk
fNAS Example: Treat treatment factors (risk reduction)
addicted women; Treat ¥NAS Example: Screen ¥NAS Example: Prevent
babies with NAS pregnant women for addiction from occurring;
substance use during Encourage addicted
prenatal visits and refer for women to become drug -
treatment free before pregnancy

Source: Adapted from: Centers for Disease Control and Prevention. A Framework for Assessing the Effectiveness of
Disease and Injury Prevent ion. MMWR. 1992; 41(RR-3); 001.
Available at: http://www.cdc.gov/mmwr/preview/mmwrhtml/00016403.htm

In addition to improving health, prevention is also a cost  -saving mechanism. By focusing efforts on
lower -cost preventive measures, the health enterprise can decrease the amount it spends on
treating chronic disease. For example, in 2010, the Centers for Disease Control and Prevention
(CDC) launched Communities Putting Pr evention to Work (CPPW), a $485 million program to
reduce obesity, tobacco use, and exposure to secondhand smoke. CPPW communities
implemented evidence -based policy, systems, and environmental changes in an attempt to
sustain reductions in the risk factors of chronic disease . Examples of the interventions used
include policies requiring daily physical education for middle and high school students, health

1 According to the National Library of Medicine, Neonatal abstinence syndrome (NAS) is a group of problems that occur
in a newborn who was exposed to addictive opiate drugs whil e i
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food and beverage policies at county departments, and hospitals adopting tobacco -free
campuses. Sustained CPPW improvements are expected to avert 14,000 premature deaths, $2.4
billion (in 2010 dollars) in discounted direct medical costs, and $9.5 billion (in 2010 dollars) in
discounted lifetime and annual productivity losses through 2020. Simulation modeling using the
Prevention Impact Simulation Model (PRISM) ** tool suggests that large investments in community
preventive interventions, if sustained, could yield cost savings many times greater than the
original investment over 10 to 20 years and avert 14,000 p remature deaths. ** This evidence shows
that a prevention -first approach not only saves money, but can save lives.

The need for tertiary prevention as a method of treatment will never fully be eliminated . However,
as risk factors that cause chronic illnesses and other health issues are successfully addressed , the
likelihood that people develop these chronic illnesses and other health issues will decrease . In the
development of future policies, programs, and initiatives, efforts should be made to move further
upstream along the continuum of treatment and continue to progress towards a primary
prevention focus.

12 PRISM(Prevention Impacts Simulation Model) is a web -based tool that helps users make informed chronic disease
intervention decisions by modeling the 1ikely i mpsaceationavhs
funded by the Centers for Di sease Control and Prevention beginning in 2007.

3 Soler R, Orenstein D, Honeycutt A, Bradley C, Trogdon J, Kent CK, et al. Community -Based Interventions to Decrease
Obesity and Tobacco Exposure and Reduce Health Care Costs: Outcome Estimates From Communit  ies Putting
Prevention to Work for 2010 z2020. Prev Chronic Dis 2016;13:150272. DOI: http://dx.doi.org/10.5888/pcd13.150272
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Are We Learning From or Teaching Others?

It is important to ensure that investments made in the health of people actually cr eate significant
change. Evaluation is necessary to know if policies, programs, and interventions are truly effective
in improving health. This evaluation can include gathering quantitative and qualitative data, and
analyzing that data to find observable i mprovements that can be attributed to specific policies,
programs , and interventions. Evaluation is especially important for innovation. Developing new
and unique approaches to existing health problems is often integral to advancement. By
evaluating these new programs, other communities have the opportunity to learn from these new

and innovative approaches.

The use of evidence-based programs that have been proven successful in other areas of the state
or country is encouraged. Evidence-based programs utilize statistical evidence coupled with
clinical expertise to develop recommendations on how to approach a specific health issue. 4 Using
evidence-based approaches | imits the need to reinvent the wheel by instead learning from
national experts o r peers in similar communities tackling comparable health issues

There are many successful evidence-based initiatives alre ady being implemented around the state
like BABY & ME - Tobacco Free'®, which has been shown to improve quit rates for mothers who
smoke during pregnancy. For local recommendations that are tailored to improving the health of
people in Tennessee, the State Health Plan is available, offering state -specific opportunities and
recommendations. ° Additionally, lo cal health departments, providers, schools, businesses and
communities can provide guidance and resources on what has worked in different areas of the
state. Evidenced-based programs and best practice recommendations are available through
published academi ¢ and professional journals, as well as national outlets such as the Centers for
Disease Control and Prevention *’, American Heart Association *®, National Association of County &
City Health Officials *°, United States Public Health Service Task Force %, and oth er similar groups .

% Titler MG. The Evidence for Evidence -Based Practice Implementation. In: Hughes RG, editor. Patient Safety and

Quality: An Evidence -Based Handbook for Nurses. Rockville (MD): Agency for Healthcare Research and Quality (US); 2008

Apr. Chapter 7. Available from: http: //www.ncbi.nIm.nih.gov/books/NBK2659/

> BABY & MEZz Tobacco Free is an incentives -based smoking cessation program targeted towards reducing smoking

among pregnant and post -partem women by providing vouchers for diapers to those who prove to be smoke -free. For

more information, visit:  http://www.babyandmetobaccofree.org/

'8 For state -specific opportunities and recommendations, see the section titled State Plan for Improving Population

Health and Appendix D .

“Access the Centers for Disease Control and PreventionAs Recom
Disease Prevention and Health Promotion here:  http://www.cdc.gov_/chronicdisease/resources/quidelines.htm

YAccess the American Heart AssociationAs Best Practice Center
http://www.heart.org/HEARTORG/HealthcareResearch/GetWithTheGuidelines/Best  -Practices-Center-
Overview_UCM_305211_Article.jsp#.VOdkDfkrKCg

“Access the National Association of County & City Health Offic
http://archived.naccho.org/topics/modelpractices/database/

% Access the United States Public Health Service Task Force here:
http://www.uspreventiveservicestaskforce.org/Page/Name/recommendations
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Innovation is still encouraged. If a new policy, program, or intervention is unigue, innovative, or a
pilot, it is helpful to consider building an evaluation plan into the program design . The experiment
can then be analyzed and can contribute to the existing knowledge base . Also available are many
outside resources and partnerships to aid in the design and evaluation of the implementation of

new policies, programs and interventions. % Documenting and sharing the success of initiatives
throughout the state will allow innovation to serve as a building block for others to leverage as
they seek to improve health in their own communities

2 For additional details on resources for evaluation, see the section titled State Plan for Improvi ng Population Health
and Appendix D .
Tennessee State Health Plan: 2015 Update 23




A New, Initial Framework
_Health

An Actionable Repository

The State Health Plan now feature s an actionable repository of opportunities and
recommendations that can be used by groups at all levels to improve health in their communities.

The majority of opportunities and recommendations were developed through the SIM process
outlined in the section titled State Plan for Improving Population Health . The details that underlie
these recommendations , created by our academic partners , are included in the content of this
edition of the State Health Plan. The repository a Iso includes best practices from across the state,
as well as programs offered by TDH.

The opportunities and recommendations have been organized into an Excel -based repository, an
overview of which can be found in Appendix D . They are organized around two key themes: Places
& Spaces and Levers. Places & Spaces refers to the area in which those opportunities and
recommendations can be implemented and the different parties and stakeholders who may
influence healt h. Places & Spaces can include regional and local health departments, state and
local governments, community planning groups, and the local business community. Levers refers

to the different levers each group can pull to make that change, be i t through fin ancial, political,
medical, social, or environmental means.

Figure 5 z Repository Organization al Structure
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The repository is also sortable by the health topic s on which group s may wish to focus . The
opportunities and recommendations provided in the repository tend to be aligned with the
guiding questions of the State Health Plan, meaning they are often evidence -based and focus ed
on primary prevention. The goal of this repository is to provide a re source for stakeholders and
interested parties at all levels of health and health care to find established, successful
opportunities and ideas for improving health in their communities. In this way, the State Health

Plan become s a living tool for stakehold ers from different domains of health to learn from each
other and work together to improve the health of the people in Tennessee.

The content of this repository will continue to grow and be refined over time. TDH plans for this
repository to become more robust as new initiatives are completed and as TDH explore s
additional health topics and identifies new and existing best practices across the state.
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Progress and Evaluaton ( TennesseeAs Vital Signs)

Rather than setting formal objectives and goals , the State Health Plan will begin measuring

progress by evaluating how the health outcomes of  the state align with specific measures of the

National Academy o f Me d i Vital Bignd\ that will be adapted to be Tennessee -specific. The

selection of this set of Tennessee -centric measures is in progress and will be finalized in a future

update to the State Health Plan. Annual p rogresst owar ds t he st atwikbeseponedal t h ¢
on an annual basis. This report will also discuss how new initiatives uphold the Five Principles for

Achieving Better Health.

National Academy o f Me d iVdal SigasA s

One of the key features of an effective improvement plan is having specific measures to track
progress. For the State Health Plan, evaluative metrics will be developed from the National
Academy of Me d iVital Signsd\core medgutdd with input from stakeholders .?2 These
core measures were developed by the National Academy of Medicine in conjunction with Blue
Shield of Californ ia, the California Healthcare Foundation, and the Robert Wood Johnson
Foundation. They follow a four -domain framework, focusing on healthy people, care quality, lower
cost, and engaged people. T he NAM recommends the application of these Vital Signs at every level
of health and health care, and across sectors .

The goal of NA Mth provida corsistentdenghmarks foshe alth progress across the

nation. By using an adapted set of Vital Signs core measures, the State Health Plan will be able to

focus on true progress t owar ds t he stat eAdDHghasabegun d processhad al t h
identifying Tennessee -specific metrics to be used to measure health and progress at the state

level. These metrics will likely follow the NAM Vital Signs framework outline  d here, but will use

specific measures that are more relevant to the Tennessee and the problems the state faces. Over

the next few months, TDH will further engage the public to determine what those measures

should be.

The core measure set, shown in Table 1, was proposed by the Committee on Core Metrics for

Better Health at Lower Cost (Committee) , which was responsible for the Vital Signs report. Each

core measure focus represents an important area for action at all levels of government and

health. The Committee also proposed the best currently available measures for each core

measure focus , for which data is currently available at the national level . These are listed as best

current national measures in Table 3 . To provide additional texture and allow for  more granular

analysis, the Committee provided related priority measures, shown in Table 2. As a whole, these
measures provide a starting set of Jvital signsj foc
health care in the nation. #

2Eor more information on the National Academy of MedicineAs Vi
http://www.nationalacademies.org/hmd/Reports/2015/Vital -Signs-Core-Metrics.aspx

2 oM (Institute of Medicine). 2015. Vital signs: Core metrics for health and health care progress.

Washington, DC: The National Academies Press.
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Table 1 z Core Mea sure Analytic Framework

Domain Key Element Core Measure Focus
Healthy People Length of life Life expectancy

Quality of life Well-being

Healthy behaviors Overweight and obesity

Addictive behavior
Unintended pregnancy

Healthy social circumstances Healthy communities
Care Quality Prevention Preventive services
Access to care Care access
Safe care Patient safety
Appropriate treatment Evidence-based care
Person-centered care Care match with patient goals
Care Cost Affordability Personal spending burden
Sustainability Population spending burden
Engaged People Individual engagement Individual engagement
Community engagement Community engagement

Source: IOM (Institute of Medicine). 2015. Vital signs: Core metrics for h  ealth and health care progress.
Washington, DC: The National Academies Press.

While the Vital Signs core measure set provides a valuable starting place, the new , initial
framework for the State Health Plan provides an opportunity for a set of metrics to be tailored to
the needs of Tennessee so that they better address the unique health landscape of the state. The
core measure set shown in Table 2 was provided to all State Health Plan focus group attendees 2
for discussion. Groups were asked to specify which of the core and priority measures make sense
for Tennessee, and how they would adapt these measures to make them more relevant for the
state. Participants also identi fied any gaps in these measures as they pertain to defining the
overall health of Te nnessee.

4

4 Eor more infor mation on the State Health Plan focus groups, see the section titled Development Process . For
associated materials, see Appendix C
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Table 2 z Core Measure Set with Related Priority Measures

Core Measure Focus Related Priority Measures
Infant mortality

Life Expectancy Maternal mortality
Violence and injury mortality

Multiple chronic conditions

Well-Being Depression
. . Activity levels
Overweight & Obesity Healthy eating patterns
Tobacco use
Addictive Behavior Drug dependence/illicit use
Alcohol dependence/misuse
Unintended Pregnancy Contraceptive use

Childhood poverty rate
Childhood asthma

Air quality index

Drinking water quality index

Healthy Communities

Influenza immunization
Preventive Services Colorectal cancer screening
Breast cancer screening

Usual source of care

Care Access
Delay of needed care

Wrong -site surgery
Patient Safety Pressure ulcers
Medication reconciliation

Cardiovascular risk reduction
Hypertension control
Diabetes control composite
Heart attack therapy protocol
Stroke therapy protocol
Unnecessary care composite

Evidence-Based Care

Patient experience

Care Match with Patient Goals Shared decision making
End-of-life/advanced care planning
Personal Spending Burden Health care -related bankruptcies

Total cost of care

Population Spending Burden Health care spending growth

Individual Engagement Involvement in health initiatives

A New, Initial Framework
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Availability of healthy food
Community Eng agement Walkability
Community health benefit agenda

Source: IOM (Institute of Medicine). 2015. Vital signs: Core metrics for h  ealth and health care progress.
Washington, DC: The National Academies Press.

Public focus group discussants recommended additional key elements, co re measure focus areas ,
and related priority measures. A portion of these recommendations are met by t he Vital Signs
core measure set when the best current national measures are included. For each core mea  sure
focus, the Committee provided an associated best current measure. The best current measure
represents the established metric reported at a national level that best captures the intent of the
core measure focus. The core measure set including the best  current measure can be found in
Table 3. New key elements recommended by focus groups were: mental health, oral health, health
system engagement, and political engagement. New measures recommended by focus groups
included: uninsured and underinsured rates.  According to focus group participants, the highest
priority core measure focuses for their regions are: overweight and obesity, addictive behavior,
mental health, oral health, preventive services, care access, personal and population spending
burdens, and individual and community engagement.
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Table 3 z Core Measure Set with Best Current National Measure

Key Element

Core Measure Focus

Best Current

Measure

Healthy people

Length of life

Life expectancy

Life expectancy at
birth

Quality of life Well-being Self-reported health
Oveme|ght and Body mass index (BMI)
obesity

Healthy behaviors

Addictive behavior

Addiction death rate

Unintended pregnancy

Teen pregnancy rate

Healthy social " High school
) Health communities )
circumstances graduation rate
Childhood

Prevention

Preventive services

immunization rate

Access to care

Care access

Unmet care need

Safe care

Patient safety

Hospital -acquired
infection (HAI) rate

Care quality
. . Preventable
Appropriate treatment Evidence-based care o
hospitalization rate
. Patient -clinician
Care match with L
Person-centered care . communication
patient goals . .
satisfaction
. Personal spendin High spending relative
Affordability P d g P g
burden to income
Care cost . . Per capital
o Population spending .
Sustainability expenditures on
burden
health care

Engaged people

Individual engagement

Individual engagement

Health literacy rate

Community
engagement

Community
engagement

Social support

Source: IOM (Institute of Medicine). 2015. Vital signs: Core metrics for health and health care progress.
Washington, DC: The National Academies Press.

TDH is in the process of finalizing a Tennessee -specific set of Vital Signs based on feedback from
stakeholders across the state at multiple levels of health and government. As the new initial

framework of the State Health Plan continues to be refined, so wil
measure and trackthe st at e As

| the set of metrics used to
ipaclhoeying eptiraal health for all people in Tennessee.
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Five Principles for Achieving Better Health

Previous updates to the State Health Plan use the framework of the Five Principles for Achieving
Better Health, first set forth in the 2010 edition, to set Goals and Objectives to improve the health
of people in Tennessee. The Five Principles include:

1. Healthy Lives: The purpose of the State Health Plan is to improve the health of people in
Tennessee.

2. Access: People in Tennessee should have access to health care and the conditions to
achieve optimal health.

3. Economic Efficiencies: Health resources in Tennessee, including health care, should be
developed to address the health of people in Tennessee while encouraging value and
economic efficiencies.

4. Quality of Care: People in Tennessee should have confidence that the quality of care is
continually monitored and standards are adher ed to by providers.

5. Workforce: The state should support the development, recruitment, and retention of a
sufficient and quality health workforce.

In addition to using the modified NAM Vital Signs, progress will be measured each year by
evaluating how new initiatives at TDH, including future State Health Plan updates , uphold the Five
Principles for Achieving Better Health. These Principles will grow in their function from being a
guiding framework to instead being a tool to ensure that the State Health Plan and other efforts of
the Department continue to consider specific health care needs.

Principle 1, Healthy Lives will inform the continue d shift of the St at e Heal t h ol anA-
population h ealth. Principle 2, Accesswill remain integral as initiatives work to remedy disparities

in health outcomes for underserved populations. Principle 3, Economic Efficiencies will be
addressed through commi tment to explore evidence -based policies, programs, and interventions

that are proven to utilize funds efficiently . Principle 4, Quality of Care will be included during
discussions of health outcomes and related measures . Principle 5, Workforce, will be considered as
partnerships continue to grow between health departments, policymakers, and health care

service providers .
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Annual Report

Tennessee law? requires the Division of Health planning to prepare an annual report for the
General Assembly. This report is utilized to inform the state legislature of the work performed by

the Division annually and to provide any needed updates on the health status of the state. The
Division of Health Planning will use each y e ar As vé apdatesds a tplatform to inform the
Legislature of the work of the Division and to track  progress of the health status of the state. The
report will discuss progress made in improving the health of the people in Tennessee. Success will

be measured by improvements in the chosen and adapted NAM Vital Signs, by alignment with the

Five Principles for Achieving Public Health , and by adherence to the new gu iding questions of the
State Health Plan.

% Tennessee Code Annotate d § 68-11-1625, see Appendix A .
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State Plan for Improving Population Health

State Innovation Model Grant Overview

The Tennessee Division of Health Care Finance and Administration  (HCFA) received CMS SIM Test
Award in the spring of 2015 . Tennessee was one of eleven states to receive this award. The State
Innovation Models (SIM) Initiative provides financial and technical support to states as they design

and test innovative health care delivery and payment models . These models are designe d to
improve health system performance, increase quality of care, and decrease costs for all residents
of participating states, including Medicare, Medicaid ,and Chi | dr enAs Heogrant
(CHIP) beneficiaries.?

The majority of this $65 million grant is being used for work related to  the Tennessee Health Care
Innovation Initiative, Gov er nor IHaymdntaefofrs program . This award support s the goal
of the I nitiative: 3o make health care in Tennessee a value -based system focused on efficiency,
guality of care, and the patient experience. § The efforts of the Governor and HCFA have support
from private insurers, the state employee  benefit plan, and TennCare.?’

In addition to supporting innovative  health care delivery and payment models, t he SIM award
conditionally requires the development of a Plan for Improving Population Health . A portion of the
SIM grant funds were allocated to this work.  HCFA contracted with TDH to develop a s tate wide
Plan for Improving Population Health . According to CMS, the Plan for Improving Population Health
should assess the overall health of the state and identify measurable goals, objectives , and
interventions that enable the state to improve the health of the entire state population , improve
the quality of health care across the state , and reduce health care costs. ?® In this way, the goals of
the SIM Plan for | mproving Population Health are closely married to the goals of the Tennessee
State Health Plan. As such, the majority of the co ntent of the 2015 Edition of the State Health Plan
comes from the process used to develop the statewide Plan for Improving Population Health.

BEgr more information on the Centers for Medi care & Medicaid S

https://innovation.cms.gov/initiatives/state _ -innovations/

Eor more information on TennesseeAs Health Care Unnovation

https://www.tn.gov/hcfa/section/strategic __-planning -and-innovation -group
% Eor more information on the requirements of the State Innovation Models: Round Two of Funding for Design and Test
Assistance, visit: https://innovation.cms.gov/Files/x/StatelnnovationRdTwoFOA.pdf
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Development Process

The SIM work began with a c onclave with the Centers for Disease Control and Prevention in
Chattanooga . At this conclave, representatives of TennCare, TDH , and the CDC met to review
evidence, define a strategy , and consider lessons lear ned from other SIM states. TDH incorporated
the key considerations and ideas from that discussion into the subsequent steps in the overall
State Population Health Improvement Plan  development process.

Next, TDH contracted with five school s of public health located in Tennessee to develop regional
population health improvement plans (PHIPs) that focus on five health topics identified by the
Centers for Medicare and Medicaid Innovation (CMMI). These health topics are: obesity, diabetes,
tobacco use, perin atal health, and child health. In order to deve lop regional plans, the schools
were asked to perform qual itative and quantitative analyse s and use a grassroots community
engagement approach to identify causal factors associated with the selected health topic.

Table 4 shows each academic partner, the chosen health topi c, and the selected region of study.
The table is followed by a map , Figure 6, of the Tennessee Health Department Regions 2°. Each
region contains a mix of urban and rural areas, as well as diverse populations, as required by CMS.
Through this initiative, our academic partners engaged stakeholders in five of the six metro politan
regions and five of the seven health regions.

Table 4 z Public Health Schools and Research Areas

Academic Partner Health Topic Regions

University of Tennessee-Knoxville Perinatal Health East TN + Knox

Tennessee State University Child Health Mid -Cumberland + Davidson
East Tennessee State University Tobacco Use Northeast TN + Sullivan
Meharry Medical College Diabetes Mid -Cumberland + Davidson
University of Memphis Obesity West TN + Shelby + Madison

2 Map of the Tennessee Health Department Regions can be found at:
https://tn.gov/assets/entities/health/attachments/TDH_Regions.pdf
_—

Tennessee State Health Plan: 2015 Update 34



https://tn.gov/assets/entities/health/attachments/TDH_Regions.pdf

TN [ State Plan for Improving
_Health Population Health

Figure 6 z Health Regions of Tennessee
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T D H Aantract with each school defined a specific scope of work. Schools were required to
compile a summary assessment report identifying prevalence, factors , and services associated
with the regional health topic. During the development of this assessment, the schools collected

and analyzed publically available secondary data * to explore the chosen health topic and
impacted populations. Th is included evaluating standard risk, morbidity and mortality data, the
use of health services, and region -to-state and region -to-natio nal comparisons when available.

Shelby

Key informant interviews were conducted with major regional service stakeholders and ins urers to
identify factors relevant to the health topic,  such as the populations most impacted by the issue,
any disparities suffered by subpopulations, and the health systems and services required to
improve population health for the chosen health issue . Schools also held focus groups and
community meetings to identify causal factors associated with the prevalence of their health topic
or iliness, existing regional population health disparities , and any gaps in availability and access of
preventive treatment services associated with  the standard continuum of care.

After gathering and analyzing primary and secondary data, the schools were asked to draft
regional goals for change in the following categories: primary prevention, secondary prevention,
health services delivery, and health status and outcome s. The goals and recommendations
addressed access to services, health workforce requirements (or gaps) , and services financing,
which includes organizational patterns, capacity grants , and insurance reimbursement . The
recommendations also commented on the degree to which population health services for the

®¥pData provided by the Department of HealthAs Division of Polic
and Department of Economic & Community Develop  ment, as well as other available sources, such as local school
districts.
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chosen health issue are currently (and should be) integrated into systems across service providers
and across society sectors ( e.g. health care, education, and employment services ). Additionally, the
schools identified needs for additional population -level data, which would enable health issue
surveillance including health risk appraisals, screening results, health services utilization , and vital
statistics. The schools were encouraged to evaluate the needs for population and personal health
education, such as anticipatory guidance protocols, and to look at environmental controls
including regulating hazards and promoting built environment strategies.

Each school conducted a one -day regional stakeholder meeting to assess the findings, consider
goals, and generate ideas for regional objectives. Participants in these stakeholder meetings
included representatives from the for -profit and not -for -profit provider communities, as well as an
assortment of payers, volunteers, employers , and community workers. 3!

Figure 7 z State Innovation Model Timeline
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On March 3 -4, 2016, the Division of Health Planning held the SIM All Schools Meeting at Mehar ry
Medical College in Nashville . During this conference, each school received peer review and
thoughtful feedback on its regional goals, and participated in multiple discussions focused around
how to effectively scale those goals and recommendations to the state level. On the first day,
research teams presented their regional plans, goals , and recommendations to an audience of
subject matter experts from TDH, local health departments, TennCare, and the Department of
Education. On the second day, all attendee s participated in small group breakouts on each topic to
discuss the statewide scalability of each r egi o gaals ang reeommendations. These
breakout discussions were focused on evaluating the proposed recommendations for their
potential scalability to the state level, including identifying any potential barriers to
implementation or ove rlap with existing opportunities . Each school considered the feedback t hey
received during the SIM All  Schools Meeting and updated its regional PHIPs accordingly. *

31 For a detailed list of participants in regional stakeholder meetings, see Exhibit 1 .
¥ The supp lemental materials and group discussion themes from the SIM All  -Schools Meeting are available in  Appendix
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In April and May 2016, TDH hosted nine public focus groups across the state, one in each U.S.
Congressional District. These were held in a mix of urban, rural, and suburban areas. Attendees
included local and regional government representatives, public and private stakeholders, and the
general public. The goals were: to present the proposed changes to the State Health Plan
framework and the updated goals, recommendations , and opportunities formed by our academic
partners ; to solicit feedback from those with  vested interests in public health and health  care; and
to obtain endorsement from stakeholders who pledge to help achieve these goals. Table 5
provides the schedule and locations of the focus groups. Figure 8 shows the U.S. Congressional
districts in Tennessee. ** Starred are the locations of the focus groups.

Table 5 z Public Focus Group Schedule

Knoxville April 20, 2016
Chattanooga April 21, 2016
Clarksville April 26, 2016
Nashville April 27, 2016
Cookeville April 28, 2016
Gray April 29, 2016
Fayetteville May 3, 2016
Jackson May 4, 2016
Memphis May 5, 2016
Figure 8zTennesseeAs U.S. Congressional Districts a

Each focus group lasted between two and three hours. The time was broken up into two main
sessions: the first focused on the initial framework and structural chang es to the State Health Plan

B of this document.
% This map can be found at: htt p://www.teateachers.org/contact _-information
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while the second focused on the content of the Population Health Improvement Plan . Each
session ended with a group discussion, where participants were asked to provide critical feedback
on the proposed guiding questions for the State Health Plan, on which of the NAM Vital Signs core
measures are the most pertinent for T ennessee, and on how relevant each health topic is to  the
par t i c regian.nAdditidnally, we supplied the participants with a  subset of recommendations
and opportunities provided by the schools and asked them to evaluate how effective each one
would be in improving po pulation health in their region. Participants were also asked to identify
any potential barriers or challenges to the implementation of the recommendation s provided .3

The feedback provided throughout the process was analyzed for trends and incorporated into t his
update . From this process, an easy-to-use repository was developed to house the well -researched
opportunities and recommendations for improving population health in the areas of perinatal
health, child health, tobacco use, diabetes , and obesity. The recommendations in this repository
closely mirror those initially provided by each academic partner as part of its regional, topic -
specific pop ulation health improvement plan . The recommendations have been scaled up to the
state level whe re applicable.

These opportunities and recommendations, and the research that led to their development, are
detailed in the following five sections. *°

% The supplemental workshop materials and group discussion prompts are available in Appendix C of this document.
% All opportunities and recommendation s can be found in Appendix D .
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Perinatal Health  (University of Tennessee  z Knoxville)

Overview

From a technical perspective, perinatal health pertains to the health of both mother and fetus or
infant during the perinatal period. The World Health Organization (WHO) defines the per inatal
period as beginning at twenty -two completed weeks (154 days) of gestation and end ing seven
completed days after birth. Perinatal mortality refers to the number of stillbirths and deaths in the

first week of life (early neonatal mortality). The Centers for Disease Control and Prevention (CDC)
defines the perinatal period beginning with  a minimum of twenty weeks gestation. From a more
holistic perspective, however, perinatal health may span a much longer timeframe, incorporating
preconception health, the entire prenatal period, and the health of both mother and infant

t hrough t hiestyeanofliEent As

Measures of perinatal health often include infant and/or fetal mortality, birth weight, provision of

prenatal care, and maternal behavioral risks before and during pregnancy. Several perinatal

health -related measures that are tracked i n t he annual Ameri caAls He a |l
Tennessee to be struggling: 2014 rankings (with 1 being best, 50 being worst) reveal Tennessee as

41% for infant mortality, 44 ™ for low birth weight, 40 ™ for preterm birth, and 41 *' for teen birth

rate. %

Other measures of perinatal health pai nt a different picture. Dat a
Assessment Monitoring System (PRAMS) ¥’ indicate that Tennessee meets or exceeds national -level
findings for: entry into prenatal care when the mother sought care (80.8 % for TN vs. 82.1% for the

US); pregnancy intention * (49.9% for TN vs. 55.7% for the U.S.); and obtaining an infant health

check within one week of delivery (92.3% for TN vs. 92.0% for the U .S.)). On balance, however,
TennesseeAs over al | alrmealhsindicagesthatahe stagesis in tha bwer tier in

terms of health outcomes.

During the development of its regional population health improvement plan for perinatal health,

the University of Tennessee -Knoxville (UTK) worked closely with the Knoxville/Knox County
Community Health Council (CHC) and the East Tennessee Regional Health Council, which has
representation from each of the fifteen = County Health Councils in the East Tennessee region.
When engaged on the topic o f their leading concern in the area of perinatal health in East
Tennessee, participants overwhelmingly cited Neonatal Abstinence Sy ndrome (NAS). The cause of

%6 United Health Foundation. America’'s Health Rankings. 2014; http://www.americashealthrankings.org/states . Accessed
12/01, 2015.

37 Centers for Disease Control and Prevention. Pregnancy Risk Assessment Monitoring System (PRAMS). 2015;
http://www.cdc.gov/prams/pramstat/index.html . Accessed 12/01, 2015.

% An unintended pregnancy is defined as a pregnancy that is either unwanted or mistimed at the time of conception.

Current definitions of unintended pregnancy also include women who are ambivalent about their pregnancy. Mohllajee,

A. P., K. M. Curtis, B. Morrow, and P. A. Marchbanks. "Pregnancy Intention and Its Relationship to Birth and Maternal
Outcomes." Obstetrics & Gynecology 109.3 (2007): 678 -86. Web.
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NAS is maternal opioid drug use during pregnancy, whether prescribed legally or obtained
illicitly .** Communities across East Tennessee are struggling with this problem, which has high
health and societal costs. This struggle is evidenced by the fact that stakeholders from neonatal
intensive care units (NICU) across the area reported through the interview process that as many
as half of their infants were NAS babies.

Over the past decade, Tennessee has seen a nearly ten -fold rise in the incidence of babies born
with NAS. Infants with NAS stay in the hospital longer than other babies and they ma y have
serious medical and social problems. “° Statewide, there were 1,018 infants diagnosed with NAS in
2014, up from 936 in 20 13, for rates of 12.7 and 11.7 per 1,000 live births , respectively . Nationwide
during this same timeframe, the incidence of NAS in  creased four -fold from 7 per 1,000 admissions
to 27 per 1,000. ** From 2009 to 2012, Tennessee was among the four states with the highest rates

of NAS births , which can be seen in Figure 9.4

.

Figure 9 z NAS Births by State

NAS per 1000 Hospital Births
15-20
10-15
5-10
0-5

Source: Patrick SW, Davis MM, Lehmann CU, Cooper WO. Increasing Incidence and Geographic Distribution of Neonatal Abstinence Syndrome: United
States 2009-2012. Journal of Perinatology.

While NAS rates differ substantially across the U.S., reported NAS cases also vary considerably
across Tennessee. Figure 10 s hows the rate of NAS per 1,000
residence and TDH region in 2013. As shown, the eastern Tennessee area has experienced

3% For more on NAS, see: https://www.nlm.nih.gov/medlineplus/ency/article/007313.htm

0 Tennessee Department of Health. Neonatal Abstinence Syndrome. 2015;  http://tn.gov/health/topic/nas . Accessed
12/09, 2015.

“ Tolia VN, Patrick SW, Bennett MM, et al. Increasing Incidence of the Neonatal Abstinence Syndrome in U.S. Neonatal
ICUs. New England Journal of Medicine. 2015;372(22):2118 -2126.

2 patrick S, Davis M, Lehman C, Cooper W. Increasing incidence and geographic distr ibution of neonatal abstinence
syndrome: United States 2009 to 2012. Journal of Perinatology. 2015
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significantly higher rates of NAS compared to the state as a whole

Figure 10 z NAS Births by County and Region
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Source: Warren MD, Miller AM, Traylor J, Bauer A, Patrick SW. Implementation of a Statewide Surveillance System for
Neonatal Abstinence Syndrome ? Tennessee, 2013. MMWR. Morbidity and mortality weekly report. 2015;64(5):125  -128.
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6405a4.htm

According to UTKA sesearch based on the East Tennessee region in 2013 and 2014 , infants with a
hospital discharge diagnosis of NAS were significantly different from infants without a hospital
discharge diagnosis of NAS in several different ways.

1 Maternal characteristics: Mothers with NAS infants tended to be
older, more likely to be unmarried, non -Hispanic white, have
smoked cigarettes during pregnancy, and have a history of Hepatitis
C and herpes simplex.

1 Health services characteristics: Mothers with NAS infants received
less prenatal care.
1 Delivery characteristics: Mothers with NAS infants were more

likely to have indications of infection and abnormal conditions at the
time of delivery.

1 Infant characteristics: Infants with NAS were more likely to be low
birthweight and to be admitted to the Neonatal Intensive Care Unit.

According to UNAKAlso congtitutesaarsabhktantial financial burden for both public
and private insurers. The hospital costs for newborns with NAS were $66,700 on average
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compared to $3,500 for those without NAS z an approximately 20 -fold difference. UTK estimates
that NAS births added an estimated $34.3 million to

In summary, NAS has been increasing nationwide over the past ten to fifteen years; Tennessee is
among the states with the highest NAS rates; and NAS rates in eastern Tennessee surpass the
state average by as much as five-fold. In addition to the increase d incidence of NAS, ather
perinatal health issues are taking root across the state as well, such as infant mortality, low
birthweigh ts, preterm b irths, gestational diabetes, smoking and consuming alcohol during
pregnancy, and a basic lack of available prenatal and perinatal care.

According to the March of Dimes, babies born at low birthweight (less than 5 Ib. 8 0z.) are more
prone to certain neonatal health conditions such as respiratory distress syndrome, bleeding in the
brain, heart problems, digestive issues, and vision loss. Additionally, low birthweight babies are
more likely to develop certain chronic disease s later in life such as diabetes, heart disease, high
blood pressure, metabolic syndrome, and obesity. ** In Tennessee, 1 in 8 babies (12.6% of births)
were born pr eterm (fewer than 37 weeks)* in 2013 while only 11.39% of U.S. births were preterm.
Among Tennessee births in 2013, 7.5% of singleton births were low birthweight while 8.0% of U.S.
babies were born low birthweight .*°

From 2010 to 2012, the infant mortality rate in Tennessee was 7.5 deaths per 1,000 live births .6

This rate is slightly higher than the average U.S. infant mortality rate, which was approximately 6

deaths per 1,000 live births during the same time period. “TennesseeAs i nf anfor mor t
African Americans (12.9 deaths per 1,000 live births) is over twice that of whites (6.3 per 1, 000 live

births), indicating significant racial disparities  across the state. *

According to the National Institute of Health, mothers who develop gestation al diabetes are more
likely to have delivery complications and the babies themselves are more likely be born with low
blood sugar, develop breathing problems, and have a higher chance of dying before or soon after
birth. *° The prevalence of gestational diab etes among Tennessee women was 9.2% in 2014. *°

*3 For more information on the complications of low birthweight, visit: http:// www.marchofdimes.org/complications/low -
birthweight.aspx

** March of Dimes. Tennessee 2014 premature birth report card. 2014;

http://www.marchofdimes.org/pd  f/tennessee/premature -birth -report -card -tennessee2.pdf . Accessed 12/09, 2015.
45 National Center for Health Statistics. Births: Final Data for 2013. 2015;
http://www.cdc.gov/nchs/data/nv__sr/nvsr64/nvsr64 01.pdf . Accessed 12/09, 2015.

6 Tennessee Department of Health. Infant Mortality in Tennessee 2003  2012. 2014,
https://tn.gov/assets/entities/health/attachments/IMreport_2014.pdf. Accessed 12/09, 2015.

4" See more at; http://mchb.hrsa.gov/chusal3/perinatal  -health -status -indicators/p/infant _-mortality.html &
http://www.cdc.gov/nchs/fastats/infant  -health.htm

8 Tennessee Department of Health. Infant Mortality in Tennessee 2003  2012. 2014,
https://tn.gov/assets/entities/health/attachments/IMreport_2014.pdf. Accessed 12/09, 2015.

* For more information on gestati  onal diabetes, visit: http://www.niddk.nih.gov/health _-information/health -
topics/Diabetes/gestational -diabetes/Pages/index.aspx
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For low-income women who may not be able to afford adequate care, the Special Supplemental
Nutrition Program for Women, Infants, and Children (WIC) was developed at the federal level. WIC
helps states provide supplemental food, health care referrals, and n  utrition education for low
income women who are pregnant or postpartum , and to infants and children up to age five who
are found to be at nutritional risk. ** WIC provides a vital resource for women who may not
otherwise be able to afford or access prenatal and postpartum care. In 2011, 45.4% of pregnant
women in the U.S. reported being on WIC during their pregnancy;  *? 2013 Tennessee data indicate
that 52.4% of pre gnant women participated in WIC. *° In Tennessee, in 2013, 71.1% of births were
to women who began prenatal care in the first trimester, 22.3% began care in the second
trimester, and 4.6% in the third trimester; 1.9% of births were to women who received no prenatal
care.”

Another known perinatal health issue in the state is smoking during pregnancy. According to the
CDC, smoking during pregnancy causes health problems such as premature birth, certain birth
defects, and infant death. *° In 2013, 16% of Tennessee birth certificates indicated tobacco use in
pregnancy.® In the 2011 PRAMS report, 17.8% of wom en in Tennessee reported smok ing
cigarettes during pregnancy with significant differences by geograp hy and race: 22.5% in rural
areas compared to 11.9% in urban areas and 22.2% for whites compared to 9.9% for African

Americans. *’

Perinatal depression is another common health issue mothers face. *® Infants of mothers suffering
from perinatal depression are more likely to have a difficult temperament and to experience
cognitive and emotional delays. It is estimated that at least 13% of women experience major
depressive disorder (MDD) while pregna nt and 11-20% suffer from post partum depressive
symptoms. These numbers can be even higher in more vulnerable groups like young, single
mothers and those with history of stress, loss, or trauma. Additionally, up to 51% of

% Natio nal estimates of gestational diabetes were not available due to variation in screening and/or diagnostic criteria,

as well as variation in reporting requirements.

*1 For more information on WIC, visit http://www.fns.usda.gov/wic/women _-infants -and-children -wic &
https://tn.gov/health/article/wic __-fact-sheet

%2 Centers for Disease Control and Prevention. PRAMStat. 2015; http://nccd.cdc.gov/PRAMStat . Accessed 12/09, 2015.
%3 Tennessee Department of Health. Tennessee Pregnancy Risk Assessment Monitoring System 2011 summary report.
http://tn.gov/assets/entities/health/attachments/2011 _TN_PRAMS_Summary_Report.pdf . Accessed 12/09, 2015.

** Tennessee Department of Health. Report of Tennessee births 2013. 2015;
http://tn.gov/assets/entities/health/attachments/TNBirths13.pdf . Accessed 12/09, 2015.

° For more information on the risks of smoking during pregnancy, visit:
http://www.cdc.gov/reproductivehealth/maternalinfanthealth/tobaccousepregnancy/

*Tennessee Department of Health. The health of TennesseeAs wom
health issues. 2015; http://tn.gov/assets/entities/health/attachments/39923 -WomensHealth2013 3 -15 %282%29.pdf.
Accessed 12/09, 2015.

" Tennessee Department of Health. Tenness ee Pregnancy Risk Assessment Monitoring System 2011 summary report.

http://tn.gov/assets/entities/health/attachments/2011_TN_PRAMS_Summary_Report.pdf . Accessed 12/09, 2015.
%8 perinatal depression is associated with poor outcomes for both mothers and babies.
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socioeconomically disadvantaged women report depressive symptoms during pregnancy.

Opportunities and Recommendations
The University of Tennessee -Knoxville (UTK)developed goals to improve the perinatal health
system with a focus on NAS.

The five main goals are as follows:

Maximize preconception health

Improve early entry into prenatal care

Improve the early identification of those at risk for NAS
Decrease NAS births

Decrease the prevalence of unintended pregnancy

= =4 =4 =4 4

UTK and its stakeholders identif ied three primary drivers for how to achieve those goals: 1)
utilization of care, 2) integration of services, and 3) healthy behaviors and supporting
environments. UTK and its stakeholders also identified secondary drivers that affect each primary
driver in an effort to outline more actionable steps to improve  perinatal health related to NAS. The

primar y and secondary driverse f f ecti ng UTKAs NAS Bgoguallls are | isted

**Muzi k, Maria, and Stefana Borovska. JPerinat alMeratHealteissi on:

Family Medicine 7.4 (2010): 239z247. Print.
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Figure 11 z Primary and Secondary Drivers of NAS Goals

I : , Healthy Behaviors and
Utilization of Care Integration of Services Supporting Environments

wimprove access to and quality
of prenatal care and
comprehensive services for
pregnant women

wimprove availability of
preconception health

wimprove access to mental
health and gendespecific
substance abuse services

aimprove linkages and reduce
barriers between providers of
mental health and substance
abuse services

wdentify and reduce barriers to
obtaining services and
coordination of services

wimprove communication,
understanding, and awareness
of NAS between health care,
law enforcement, the judicial
system, and school systems.

wincrease the number and
reach of coordinators of care

wimprove the understanding of
primary, secondary, and
tertiary prevention

uEnhance the integration of
medical care, addiction
services, and behavioral health
care

wincrease knowledge of
addiction in general, and NAS
in particular, across health
disciplines including both
policymakers and the general
public

wldentify and remove barriers
that prohibit or limit the
integration of services

uReduce stigma to accessing
mental health and substance
abuse services

wincrease awareness of NAS
prevention and treatment and
accountability among health
care providers (including those
in the fields of MAT, prenatal
health and recovery)

uReduce childhood and
adolescent adverse childhood
experiences (ACES).

uDecrease the isolation of
communities (e.g.
transportation and lack of local
services)

uProvide education on healthy
relationships

To accomplish these goals, the following recommendations were developed:

1. Establish a regional NAS Task Force and include representatives from health councils,

provider groups, community groups, patient advo

cacy groups, addiction counseling

groups, and school systems with additional involvement from law enforcement, the judicial
system, and elected officials. The NAS Task Force would be charged with:
a. Reviewing and updating the goals, and primary and secondary drivers impacting

those goals,

b. Developing action plans to address the secondary drivers (which may, for example,

be carried out through establishing three Action Teams,

driver), and

one for each primary

c. Overseeing the implementation and evaluation of action plans
2. Fund a full-time NAS Task Force Coordinator, to be housed at either a metro or regional
health department, whose roles and responsibilities would include:
a. Facilitating the work of the NAS Task Force ,

b. Providing annual reports on NAS in the region

, and

c. Serving as the primary liais on with the TDH Central Office regarding NAS
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3. Review provisions for preconception pregnancy testing and contraception use in the
setting of opioid prescription use

4. Review provisions for prenatal scre ening for opioid use and for on going surveillance f or
opioid use during pregnancy.

5. Fund additional research on NAS, which might include:

a. A qualitative study involving women whose infants were born with NAS, to better
understand the environment in which drug use during pregnancy takes place ,

b. Animpact evaluation of Public Chapter 820 °, which stipulates that a woman can be
charged with a misdemeanor if she illegally uses narcotics during pregnancy and if
the baby is harmed as a result ,**

c. An assessment of mental health and addiction recover vy services offered in the state
with special attention to those serving pregnant women or women with children ,
and

d. Both formative and impact evaluation s regarding recommendations 1a -1c above.

National funding opportunities to support the amelioration of NAS can be divi ded into three
primary areas: 1) basic research, 2) community participatory research, and 3) intervention
research (including primary, secondary, and tertiary prevention ). The federal government,
particularly through the National Institute of Health, is th e primary funder for research related to
NAS. The majority of funding streams found were in the area of primary research. Three sources
were found for community participatory research, and two were associated with intervention
efforts. The funds within the se three areas are typically not mutually exclusive as many of the calls
for proposals provide some leeway (for example, incorporating a community participatory
approach to basic or intervention research).  ®

Additionally, significant work is already under way in improving perinatal health. The Tennessee
Adolescent Pregnancy Prevention Program exists to prevent adolescent pregnancies through a
comprehensive, community -wide, collaborative effort that promotes abstinence, self -respect,
constructive life options, and responsible decision -making about sexuality, healthy relationships
and the future. % TDH also offers family planning resources and education to provide families with
helpful information on where to  access related health service s.**

The Maternal and Child Health (MCH) Section, part
Wellness (FHW) offers various programs for women , infants, children , and adolescents, as well as

8 For more information on Public Chapter 820, visit  http://www.tn.gov/sos/acts/108/pub/pc0820.pdf

%1 This law will no longer be in effect on and after July 1, 2016, asitwasnotren ewed by Ten n®Geseeab As 109
Assembly

%2 Eor the full list of funding opportunities, please visit ~ Appendix D .

% To learn more about the Tennessee Adolescent Pregnancy Prevention Program, visit:

https://www.tn.gov/health/article/MCH _ -TAPPRabout

% For more on Family Planning Resources, visit: ~https://www.tn.gov/health/article/MCH _-familyplanning -resources
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Perinatal Health
‘Health

programs to improve services for women and children.  ® This includes information on accessing
newborn screenings °® and preventing Sudden Infant Death Syndrome .°” MCH houses the Perinatal
Regionalization Program, which provides for the diagnosis and treatment of certain life -
threatening conditions of pre gnant women and newborn infants. ®® MCH runs the Healthy Baby
Initiative, reducing preterm births through a partnership with the March of Dimes, the Tennessee
Initiative for Perinatal Quality Care, and the Tennessee Hospital Association.  ®° They also offer the
MCH Block Grant, which helps provide maternal and child health services in Tennessee by
supporting programs targeting improvement  in the health of women and infants with special
health care needs.

MCH offers Fetal and Infant Mortality Review (FIMR), an action -oriented, evidence-based
community review process to review fetal and infant deaths. FIMR works at the community level to
develop programs and influence policy that will lead to improved birth outcomes. Currently, there
are FIMR projects in Davidson, Hamilton, Knox, and Shelby counties, along with the East
Tennessee region. "* The FHW has also developed primary prevention initiative modules targeted

to decrease infant mortality, prevent teen pregnancy, addr ess substance abuse, and control
tobacco use.’” These modules are both learning and teaching tools that may help t o address
certain root factors e ffecting perinatal h ealth.

An early intervention tool for identifying and discussing risky substance abuse is the Screening,
Brief Interven tion, and Referral to Treatment (SBIRT) screening program, which has been proven
effective for patients who are not  struggling from addiction but who are at risk for serious health
concerns due to their substance abuse. " The Tennessee Department of Mental Health and
Substance Abuse Services (TDMHSAS) also provides resources specific to substance abuse and
prevention, such as community coalitions.

For more information on how to improve perinatal health in your community, see Appendix D .

% For more on MCH, visit: https://www.tn.gov/health/section/MCH

% For more on newborn screenings, visit:  https://www.tn.gov/health/section/newborn -screening

7 For more on Sudden Infant Death Syndrome, visit:  https://www.tn.gov/health/topic/MCH __-sids

%8 For more on the Perinatal Regionalization Program, visit:  https://www.tn.gov/health/topic/MCH _ -prp

% For more on the Healthy Babies initiative, visit:  https://www.tn.gov/health/article/healthy  -babies

" For more on the MCH Block Grant, visit: https://www.tn.gov/health/topic/MCH -blockgrant

™ For more on the Fetal and Infant M ortality Review, visit: https://www.tn.gov/health/topic/MCH __ -fimr

For more on FHWAs Primary Pr e vhéps:tiviwe.m.gdV/health/aricke/FHMe -ppordodules s |
3 For more on SBIRT http://www.integration.samhsa.gov/clinical __-practice/SBIRT
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Child Health
Health

Child Health (Tennessee State University)

Overview
Tennessee ranks 36" in the country for child health and well-being.” Additionally, u nhealthy
children are more likely to mature into unhealthy adults, a trend which has negative economic and
psychosocial effects on the population. Asaresult,investi ng i n c hHsiahidvestmrelts he a
into a healthy, well -adj usted future workforce to drive the sta
Each day in the U.S.;
1 4 children are killed by abuse or neglect
1 5 children or teens commit suicide
67 babies die before their 1 * birthday
1 914 babies are born to teen mothers
9 1825 children are confirmed to have been abused
or neglected
1 2712 babies are born into poverty
9 2857 students drop out of high school

Sour ce: Chi | dr e n As htD:#viwev.ohddeensBefiensd.org/ 2 0 1 6

Tennessee struggles with multiple child h ealth issues, including infant mortality. In 2014, 6.9
infants died per 1,000 live births in the state of Tennessee. This is slightly higher than the national
infant mortality rate of 6 deaths per 1,000 live births. Some counties in Tennessee have infant
mortality rates much higher. In 2013, Trousdale County saw 20.4 deaths per 1,000 live births. In
2014, Houston and Humphries counties saw infant mortality rates of 10.4 and 10.7 per 1,000 live
births respectively. "

Additionally, adverse childhood experien ces (ACEs) are common in Tennessee. ACEs are traumatic
experiences that di srupt a childAs gr owttehm healthv i r on
consequences, such as obesity, cancer, violence, depression, smoking , and substance abuse.

Examples of ACEs include child maltreatment (physical, sexual, and psychological) and neglect, as

well has living as part of a dysfunctional family where members may struggle from substance

abuse or mental illness, are or have been in carcerated, suffer from domestic violence, or have

gone through divorce. Un 2012, 52% of the stateAs |
experienced three or more. '°

42015 Kids Count Data Book, State Trends in Child We lI-Being, July 21, 2015, pp. 1-56, Baltimore MD, Annie E. Casey
Foundation

S Centers for Disease Control and Prevention, Atlanta, GA, Tennessee Mortality Data 2014; Kids Count, The State of the
Child in Tennessee, Tennessee Commission on Children and Yout h, 2014

8 For more on ACEs, visit:

https://tn.gov/assets/entities/health/attachments/Tennessee ACE_FinaI_Reoort with_Authorization.pdf
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Child Health
Health

It is estimated that half of all lifetime cases of mental illness begin by age 14, making mental
health screenings integral for children . Screenings are also important because parents are often
ill-equipped to identify the symptoms of mental illness in children without appropriate training .
Additionally, offering support for young ch ildren and their parents when it comes to managing
difficulties early in life may prevent the developmen t of such disorders altogether. " Common
mental health conditions children experience include, anxiety disorders, attention -
deficit/hyperactivity disorde r (ADHD), autism spectrum disorder (ASD), eating disorders ( e.g.
anorexia nervosa, bulimia nervosa, and binge -eating disorder), mood disorders ( e.g. depression
and bipolar disorder), and schizophrenia. "®

TennesseeAs <chil dr en al Beonessee seasgaggteater prévaldmce ofoleesity t y .
among children 10 to 17 years old than the national average (20.5% in Tennessee compared to

17% nationally). More significantly, obesity rates for Tennessee children between the ages of 2 and

4 are seven times higher than the national average, as 14.2% of these children are obese
compared to the national average of 2%. '°

Another prevalent health issue affecting children in Tennessee is asthma. According to the Agency
for Healthcare Research and Quality, asthm a is the most common reas on for hospitalizations
among 3-5 year olds and 6 -12 year olds.® In 2007, Tennessee had the 22 ™ highest current
childhood asthma prevalence and the 27 ™ highest lifetime childhood asthma prevalence among
the 50 states. In 2010, there were 7,059 inpatient hospitalizations and 37,462 E mergency
Department visits in Tennessee for a primary diagnosis of asthma. The length of stay for those
inpatient asthma hospitalizations ranged from 0  -52 days, with a median of 3 days. With almost
two-thirds of asthma charges, $113.6 million, coming from inpatient hospitalizations, asthma has

a substantial financial burden. Though asthma is not curable, it can be controlled and managed.
Additionally, environmental factors, including character  istics of the community where people live,
work, and play may also increase their risk of having an asthma attack.

Tennessee State University (TSU) used Amer i-Beiaghs Ch
as the specific focus areas and measures to evalu ate child health in Tennessee. The Office of
Management and Budget has focused 23 federal agencies on prioritizing 41 key indicators that

define reliable and easily -under st ood aspects of childrenAs® | ive:

"For more on chil dr en Atp//wne.nimhenih.gdv/bealih/publications/tredtnent -of -children -with -

mental -iliness -fact-sheet/index.shtml

8 http://www.mayoclinic.org/healthy _-lifestyle/childrens -health/in -depth/mental -illness-in-children/art -20046577

®The State of Obesity, Better Policies for a HeH5Bb6;Whshiegton Amer i c a
D.C. 2015

8 Eor more from the AHRQ on asthma, visit: http ://archive.ahrqg.gov/data/hcup/factbk4/factbk4.htm

81 Jones L, Bauer A, Li Y, Croom F (2012). The Burden of Asthma in Tennessee: 2001 - 2010. Tennessee Department of

Health, Nashville, TN.

8 These indicators were published by the Federal Interagency Forum o n Child and Family Statistics in a document

Tennessee State Health Plan: 2015 Update 49



http://www.nimh.nih.gov/health/publications/treatm